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plays a key role. Operating under a mandate from Congress, this council comprises (among others) the secretaries of several cabinet-level departments, directors of several other independent agencies, and nine public members expert in the field of juvenile justice. It meets quarterly and makes recommendations annually to the President and Congress concerning coordination of policies and programs in this area and success in meeting program objectives and priorities. Although clearly the interests and purview of OJJDP and the Coordinating Council are much different from those envisioned for the federal EMS-C center and its advisory council (discussed below), their operational structures and organizational influence may bear important lessons for the program this committee is advocating.
A National Advisory Council
As proposed by the committee, the Secretary of DHHS should appoint a national advisory council for the federal EMS-C center.11 This action serves two purposes. First, as has been noted, it adds to the visibility and credibility of the federal effort. Second, it helps ensure broad communication and interaction among all parties with an interest in EMS-C, EMS, and child health.
Structure and Membership
Although DHHS should determine the membership of the national advisory council (unless legislation has specified the expertise and constituencies to be represented), the committee advises that it reflect a wide set of interests and areas of expertise. These experts should be able to address operational and clinical concerns for illness and injury, but the general point is that the council must have broader EMS and child health perspectives in order to further the aim of integrating EMS-C belter into these two fields.
Private Sector Membership Voting members should include representatives across a broad spectrum of health care providers. Among these at a minimum should be providers of prehospital care; pediatricians and other primary care providers for children; physicians in specialties such as emergency medicine and other fields appropriate to a full range of services from prevention and primary care, through definitive treatment of serious illness and injury, to rehabilitation; and nurses, including emergency and critical care nurses.
The hospital and insurance communities should be represented as well. Similarly, voting members should include representatives of the public, particularly consumer and child advocacy groups, and perhaps from the business community. Finally, membership should involve experts in health policy issues, such as those versed in health economics, health services research, health law, and related disciplines.priations for these various efforts totaled about $73.5 million, of which two-thirds constituted formula grants to the states.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
